Ewing's sarcoma is a malignant small round-cell tumour typically occurring in the first and second decades of life' and classically involving the long bones of the limbs, the ribs, or the pelvis.2' Primary Ewing's sarcoma of the head and neck region is unusual and generally involves the mandible or maxilla. 5 We describe a case involving the orbit and paranasal sinuses in a child with a long history of headache and apparently normal initial findings, who ultimately developed visual loss as a result of optic nerve involvement with primary Ewing's sarcoma.
Case report A 6-year-old boy was referred to the Hospital for Sick Children, Toronto, for investigation of headaches and visual loss. His symptoms had started six months previously with a right frontal headache that lasted three days. The headache then recurred every few weeks, lasting up to two hours each time. He was examined on several occasions by his general practitioner, but no abnormality was found. There had been no history of vomiting, nasal obstruction or discharge, systemic symptoms, weight loss, or visual problems at that time. A plain radiograph of the skull taken shortly after the onset of the headaches was reported as normal (Fig. 1A) .
Seven days before admission the boy complained of a severe headache and said that his vision was 'going black' in the right eye. Profound visual loss was present in that eye. Repeat plain skull films demonstrated widening of the superior orbital fissure, disruption of the medial third of the sphenoidal ridge, destruction of the planum sphenoidale, and opacifiCorrespondence to Dr G Woodruff, FRCSEd, Tennent Institute of Ophthalmology, Western Infirmary, Glasgow G11 6NT.
cation of the right ethmoid sinus (Fig. 1B) . The patient was referred to this centre for further examination and management.
On admission, the child was alert, co-operative, and in no distress. Vision in the right eye was limited to bare perception of light temporally. In the left eye the visual acuity was 6/6 and the visual field was full on Goldmann perimetry. 3A) . Tumour cells had uniform round to oval nuclei with dispersed chromatin and occasional nucleoli (Fig. 3B) . These cells had a scanty to moderate Fizz. 1B. (Fig. 3C) . No evidence of rosette formation or rhabdomyoblastic differentiation was seen.
IMMUNOHISTOCHEMISTRY
Antibody staining was positive for vimentin only (Fig. 3D) . Staining for desmin, myoglobin, and actin (skeletal muscle markers), for neurofilaments, S-100 protein and neuron-specific enolase (neural markers), and for common leucocyte antigen (a lymphoid tissue marker) was negative. ELECTRON 
MICROSCOPY
On electron microscopy the tumour cell nuclei contained clumped chromatin at their periphery and a rare nucleolus. The cells possessed a moderate amount of cytoplasm, in which large lakes of glycogen were prominent (Figs. 4A, B) . The cytoplasm was relatively simple, with occasional mitochondria and numerous free ribosomes. Occasional tight junctions were identified between tumour cells (Fig. 4C) . There was no evidence of neurosecretory granules or neurofilaments. Cytoplasmic processes hashi"' described the post-mortem pathology of a patient with a large intra-and extracranial primary Ewing' 
